TO THE ORTHODONTIST

The benefits of a happy, healthy Please fill out this form completely. . 3
smile are immeasurable! A beautiful The better we communicate, the
smile is a wonderful asset. etter we can care for you.

ORTHODONTIC INSURANCE

Today's Date: E-Moil Address: Primary
Name: Orthodonfic Coverage: [T Yes [[] No  Dental Coverage: [ Yes [X] No
W T w e
1 prefer fobe cald: H Mde [ Femce Insurance Co. Name:

Insurance Co. Address:

Birthdate:
Home Address: Insurance Co. Phone #:
e Group # (Plan, Local or Policy #):
g . R Insured's Name: Relation:
[ single [ Married [ Divorced 7] Widowed (7] Separated Insured's Birthdote: Insured's 55 #:
Hm #: P Other #:
st o/ Qe Insured's Employer:
Wi ). Ext:__ DL#:
Secondary
Employer: |
i 3 Ye | . Ye ]
Employer's Address: Orthodontic Coverage: [ Yes [X] No  Dental Coverage: [ Yes [£] No ,
How long there? Occupation: Insurance Co. Name: 3

Insurance Co. Address:
Insurance Co. Phone #:
Group # Plon, Loca or Polcy #}:

Where & when are best fimes fo reach you?
‘Whom may we Thark fo refering you?

ly
Insured's Name: Relation:
Lost Visit Date: Insured's Birthdate: Insured's S5 #
Insuree's Employer:

SPOUSE INFORMAT!

I the event of an emergency, is there someone

His / Her Name: - ‘who lives near you that we should contact? i
Employer: | His / Her Name: Relation:
Wk () Ext_ SS#: :’ Wee: () Hm#: ()

Person Responsible for Account:

i B __tin#i__) Do you have a personal physician?  [7] Yes [ No
Biling Address o
; Physcins Name:
Relation: k
o =F Phone # Dot of ot it
Employer: DL#: ~
\annnnnnoon s s~
E © . CONTINUED ON BACK
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DENTAL HISTORY

MEDICAL HISTORY continued

Your current physical health is: [E] Good [ Fair [ Poor Vh the mai that you would like orthodonics to accomplish?
Are you currntl under the care ofa physician? M Yes @ No 4
Please explain:
A you taking any prescription / over-he-counterdrogs? [ Yes [1] No Have you ever had or been evaluated fororthodoniic reatment? (7] Yes [ No
lease st each Have you ever hod a serious / ifficultproblem assocated
For Women: Are you eking bith contol pills? M Yes HNo with any previous dental work? [ Yes [H No
Are you pregnant? [ Yes [ No Weeki: | | Do you now or have you ever experienced pain /
Areyounursing? [ Yes [ No discomfort in your jaw joint (TMJ / TMD)? [ Yes [ No
Have you ever had any of the following Your current dentol healthis:  [7] Good [ Fair [ Poor
diseases or medical problems? i i
Vi Sooding Y N Henophila Doyou ke your smile? [ Yes (] No  Gums ever bleed? [ Yes [1] No |
Y N Anemia N Hepattis H hadaninjurytoyour:  Mouh Teeth Chin (Pecse Cick)
Y N Afical Bones / Joints / Volves Y N High / Low Blood Pressure N o e :
Y N Ashmo /Ahrifs Y N HV*/ADS Do you have any spech probl
Y N Blood Transfusion Y N Hospitolized for Any Reason
YN o fambory. ¥ N Mot Doyou geerl brethe rovgh your mouh? [ Yes B No
Y N Congenital Heart Defect Y N Miral Valve Prolopse: Ifyes, please cirde: ~ While Awke?  While Adleep?
Y N Dibetes Y N Poychiofi b i s B Yos B
Y N Diffculy Breathing Y N Rodiation Treatment Y i ot & Yes @ No
Y N Drug/ Alcohol Abuse Y N Rheumatic / Scarlet Fever Have you ever taken Phen-Fen? (ko known os Redux o Pondimi] [ Yes [ No
Y N Empl Y N Severe/ FFyes, when?
Y N Epilepsy / Seizures /Faining Y N Shingles
Y N Fever Bisers / Herpes Y N Sickle Cell isease / Trits v
Y N Gluoma Y N Sinus Problems = y
Y N Heart Aftack / Stroke Y N Tuberculosis (TB] & .
Y N HeortMumor YN Jk,:';d:mr? understand that the information that | have
Y N Heart Surgery / Pacemaker Y N Venereal Disease : giv{e‘l; lodu( is clorreo:)Ih?l thﬁ begi of my
Please st any srious medical that you have ever had: . ledge. | also i that His nform
easa o el eciecofMont) ot Yo hive e ol will be held in the strictest confidence and it is my
z - responsibility to inform this office of any changes in my
Are you allergic to any of the following? medical status. | authorize the dental staff to perform any
Y N Aspirin Y N Dental Anesthetics Y N Penicilin necessary dental services that | may need during diagnosis
Y N Any Metals/Plastics Y N Erythromycin Y N Tetracydine and treatment with my informed consent.
Y N Codeine YN latex Y N Other
Please st any other d iols that you are allrgi
Signature Date
Thank you for filling out this form completely.
fice roserves the right 1o verify the creitsttus of potentcl patents and / 1 this ofce cceps nsurance, | unerstand tht  am responsile for payment of
o partsof patiens prior fo xtendingcredi fr reament fos an may, a he  senvces endered and lo responsiblefor payin 7 i
discrtion of the offce, use the serv it eporting services. yi does not cover,
Signature Date Signature Dare

fe

Our office is committed to meefing or exceeding the standards of ion control mandated by OSHA, the CDC and the AD)

OFFICE USE ONLY OFFICE USE ONLY

I verbally reviewed the medical / dental information above with the patient named herein.
Doctor’s Comments:

CLASSIC ORTHO FORM #ORTHO-2A
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